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Thank you for choosing me as your therapist.  The purpose of this document is to inform you of my background 
and to ensure that you understand our professional relationship.  My degrees, licenses and affiliations are listed 
below:    

Bachelors of Arts in Sociology and History, University of Colorado, 1998 
Masters of Art in Counseling Psychology, University of Colorado, 2001 

   Licensed Professional Counselor (Colorado), License #4172 
   National Certified Counselor, License #69646 
   Member of the American Counseling Association 

I’m happy to provide you with information about the methods of therapy and techniques that I use.  Simply put, I 
use an eclectic approach to therapy, meaning that I utilize a variety of therapeutic models, but I primary use 
cognitive behavioral and solution focused techniques.  Additionally, I believe that developing a treatment plan 
and regularly reviewing progress towards treatment goals is in the client’s best interest.  If at any time 
throughout your treatment you have questions about my methods or techniques please feel free to ask.   

During the duration of your therapy you may learn some things about me; however, our work will concentrate on 
your issues and will be for your benefit.  It is important for you to understand that the client-therapist 
relationship is professional and not social.  All contact will be limited to sessions that you arrange.  If we should 
run into each other outside of the office, I will speak with you only if you initiate contact; this allows you to 
maintain the privacy of your psychotherapeutic relationship.  Please do not invite me to social gathers (including, 
but not limited to, parties, weddings, business meetings, etc.), offer gifts, or ask me to relate to you in any way 
other then the professional context of our therapy sessions.   

 My office hours are typically part time Monday through Friday.  I do not carry a pager and do not provide 
emergency services.  If you have an emergency you should call 911 or go to your nearest emergency room.  
Therefore, our professional relationship will be limited to our appointment times.  Clients are free to seek a 
second opinion from another therapist or terminate services at any time. 

During the duration of your therapy if you are dissatisfied with my services please let me know.  If I am unable 
to resolve your concerns you may report complaints to the State Grievance Board.  In a therapeutic relationship 
sexual intimacy between therapist and client is never appropriate.  If sexual intimacy occurs, it should be 
reported to the State Grievance Board.  The contact information is:  State Grievance Board 1560 Broadway, Suite 
-1340 Denver, Colorado 80202 (303) 894 7766. 

I will keep anything that you say to me confidential with the following exceptions:  1.)  I am legally and ethically 
obligated to report any suspicion of the occurrence of child abuse or neglect immediately to the proper 
authorities. Similar obligations exist in the area of suspected elder abuse.  2.)  If you direct me to tell someone 
else something or consult with another professional.  If that occurs I will ask that you sign a release giving me 
permission to do that.   3.)  If you should communicate any information involving a threat to yourself or to 
others, I may be required to take immediate action to protect you or others from these threats. Additionally, I am 
obligated to inform both the person who is threatened and the authorities, should I be informed of intended harm 
to someone.  4.)  I am required to comply with any court directions, including subpoenas, whereby I am ordered 
by the court to disclose information.  5.)  If you have a balance on your account I may release information to a 
collections agency as outlined in the financial policy.  6.)  If you are using an insurance company or EAP program 
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to pay for your services, an agent of those companies may be given extensive information about your diagnosis, 
progress, discharge, dates of service, or other information requested.  Specifically regarding the treatment of 
children and adolescents, it is important that parents/caregivers understand that children and adolescents are 
privy to the same rights of confidentiality.   We will discuss this at your first session, but should you have 
additional questions regarding this please ask me.  The exceptions listed above are outlined in the Colorado 
Statues (see section 12-43-218, C.R.S.).   

In return for a designated fee, I agree to provide services to you.  Payment is due at the time of your appointment 
unless other arrangements have been made.  In the event that you will not be able to keep your appointment, you 
must notify me 24 hours in advance.  If I do not receive notice you will be responsible for paying for the fee 
outlined in the financial agreement.  It is impossible to guarantee any specific results regarding your counseling 
goals.  However, I will utilize my skills to assist you to the best of my knowledge.  Further, I assure you that my 
services will be rendered in a professional manner consistent with accepted ethical standards.   

Finally, should you discontinue therapy for longer than 60 days your file will be considered closed.  You may 
reenter therapy at any time, but you will be asked to update all of you information and clinical forms.   

The above information must be provided to all clients according to Colorado law.  If you have any additional 
questions or would like further information, please feel free to ask. 

 

__________________________        ______________   

Signature of Client                Date           

 

__________________________        ______________   

Signature of Client’s Guardian    Date             

 

I, the therapist, have discussed the issues above with the client (and/or his or her parent, guardian, or other -
representative).  My observations of this person’s behavior and responses give me no reason to believe that this 
person is not fully competent to give informed and willing consent.  

 

__________________________        ______________   

Signature of Therapist      Date  

 

 

 

__________________________      

Client’s Printed Name  


